The anaesthetic record is an essential component of the patient record, and, properly compiled, serves as a monitor of both patient and anaesthetist. It has a number of important functions. 1. It acts as a data bank of basic information about the patient, the operative procedure, the progress of anaesthesia, the drugs and techniques used, the personnel involved and the time span. 2. It acts as a log of events, recording vital signs, individual responses to drugs and to surgical stress, and any difficulties or complications encountered. 3. It may become a medico-Iegal document, or a document which may influence subsequent anaesthesia. 4. It is a tool for the purposes of teaching, research and audit. 5. It is an aid to the maintenance of vigilance.
Requirements
The Faculty of Anaesthetists published a document on 'The Anaesthetic Record' in 1984. I The record must follow a logical sequence, covering all aspects of anaesthetic care. As a data bank and log of events it should be legible, accurate, comprehensive and frequently updated, and it must permit correlation between time and events such as drug administration or fluid replacement and the patient's response.
As a legal document the record must allow accurate reconstruction of events; it should not be written retrospectively and any subsequent editing should clearly be documented as such.
As a tool for teaching, research and audit there are advantages in constructing the form so as to facilitate transfer of information into computerbased databanks. However, in so constructing the form its function as a log of events should not be compromised. The record will act as an aid to vigilance if carefully, accurately and frequently maintained. 
Preoperative record
Information that should be recorded before any anaesthetic is listed in Table I ; some more controversial matters such as the use of preoperative questionnaires, documentation of details of dentition, special preoperative orders and informed consent are dealt with below. All this information should be recorded in a standard format, both for easy access and as an 'aide memoire' when noting the information. 
lntraoperative period
Information that should be included as part of any intraoperative record is listed in Table 2 . The record should be simple and should follow a logical sequence and it should include a chart for graphic recording. There may be considerable merit in using a log scale on the vertical axis; time is traditionally plotted on the horizontal axis using a linear scale. Any events which may influence the patient, surgery or anaesthesia should be noted.
These events, together with the timing of any drugs, gases, volatile agents, fluids or blood products administered should be recorded in such a way that any effects they may have can be correlated with the patient's vital signs. Blood pressure, pulse rate and any other parameters monitored should be recorded so as to facilitate correlation with other events, and so as to allow retrospective reconstruction of the sequence of events. It is mandatory that there be space for additional comments, reports of difficulties and adverse reactions, and for explanations of any action taken to correct such problems.
Post-anaesthesia record
This topic IS considered in more detail elsewhere in this issue. However, the basic essentials will be outlined here. There must be evidence of adequate care of the patient until protective reflexes return and haemodynamic stability has been achieved, whether this care be in the theatre itself, postanaesthesia recovery ward or other high dependency area. The minimum information which should be recorded is listed in Table 3 .
There should be space for recording detailed observations and special orders; these may include other measurements of cardiovascular or respiratory function, neurological assessment, and Anaesthetists should be concerned with the design of the recovery room record, in view of the high incidence of critical incidents reported in the postanaesthetic recovery period and the possible medico-Iegal significance of inadequate documentation.
Regional techniques
Although not uncommonly associated with medico-Iegal difficulties, recording of details of regional anaesthesia is often inadequate. In addition to completion of all the relevant basic parameters in Tables 1-3, details listed in Table 4 should also be recorded.
Optional or controversial aspects of the record
The preoperative questionnaire. Many day centres have found this a useful means of simplifying the admission procedure while providing a reasonably comprehensive history and an updated record of drug therapy and allergies.
Dentition. The presence of prostheses, caps and/or bridges as well as the state of the patient's own natural teeth may assume medico-legal importance if it is alleged that there has been intraoperative damage. There is merit in recording the preoperative state of dentition as well as in recording any possible intubation or airway difficulties and any measures taken to protect teeth and/or dental prostheses. 2 ,3 Vol. 16. No. 1, February, 1988 Special preoperative orders. In some instances concurrent disease demands a special preoperative regimen to be ordered by the anaesthetist. This may involve special orders, continuation of medications such as anti-hypertensive therapy, and instructions regarding oral administration of drugs. It could be argued that space for such orders should be on the anaesthetic record.
Informed consent. Special procedures such as invasive monitoring warrant specific consent from the patient which should be on record in addition to the usual permission for surgery and anaesthesia.
Simplification of the record. With high turnover, relatively simple surgery and low risk patients, there is a case for the simplification of the record. In day surgery it may be incorporated into an abridged medical record.
Supplementary records. Some complex surgical or anaesthetic procedures require additional data to be recorded. It may be useful to use a supplementary record for these cases to avoid unnecessarily complex anaesthetic record forms for the vast majority of cases.
. The postoperative visit. Apart from the visit which results in discharge of the patient from the recovery room, there is an argument for a subsequent visit by the anaesthetist which may reveal morbidity not evident at an earlier stage. The logistics of anaesthetic practice can make detailed postoperative surveillance difficult but whether postoperative screening is performed by a medical Anaesthesia and Intensive Care. Va/. 16, No. }, February, /988 or nursing visit or by a telephone questionnaire, it should be documented in the anaesthetic or medical record. Again, a standard form for recording the information has some advantages.
Contribution to a centralised database. Individuals, private practice groups, institutions, regions, and conceivably even States could participate in providing a central database by ensuring that certain standard information is recorded as part of every anaesthetic record. Representatives of several major hospitals have already indicated a desire to participate in such a scheme.
Medico-Iegal protection is better guaranteed when a complete and detailed anaesthetic record has been kept. For the more complex anaesthetic techniques with many monitoring devices conveying more comprehensive information, the single sheet record will of necessity give way to a different format. The ultimate aim is patient safety through anaesthesia with appropriate monitoring and record-keeping.
